This article describes a method developed to assess coping with schizophrenia by inpatients and outpatients. The approach is based on a transactional theory of coping. Symptoms related to the disease, subjective appraisals given by the 40 patients, and coping behavior are assessed using a list of disease-related strains, rating scales, and a semistructured interview. Results of this study indicate that the patients' appraisals of the effects of their efforts to cope may not be realistic, leading to a low degree of satisfaction. Coping, described as "problem-centered" versus "nonproblem-centered" and as behavioral, cognitive, or emotional, seemed to be related to the patients' clinical status. Nonproblem-centered strategies predominated in the highly strained groups, along with a tendency to more emotional and less cognitive coping.
Empirical studies on schizophrenic patients' attempts to cope with their psychotic disease are scarce and exploratory in nature (Wiedl and Schottner 1989a) . Some of these studies describe how patients try to compensate for their prepsychotic and postpsychotic disturbances in information processing, cognition, and emotion (Boker and Brenner 1983; Brenner et al. 1987; Siillwold 1987) . Other studies deal with core symptoms of schizophrenic psychoses (Falloon and Talbot 1981; Breier and Strauss 1983; Cohen and Berk 1985; Carr 1988) , with symptoms and impairments typical of prodromal episodes (Cohen and Berk 1985; Thurm and Hafner 1987) , or with various problems of living related to this illness (Thurm and Hafner 1987) .
Common to these studies are the assumptions that the symptoms and impairments related to schizophrenia cause specific strain and burdens and thus bring about additional stress for the patient, and that the level of effective coping with these stressful experiences may significantly affect processes preceding decompensation or processes contributing to the course of psychosis and further development of the disease. These assumptions are based on concepts underlining the importance of subjective experience in schizophrenia (Strauss 1989 ) and vulnerabilitystress approaches to the understanding of this disease (Nuechterlein 1987 ).
The studies demonstrate that attempts to cope with schizophrenia can be identified and-depending on the models of categorization applied-various ways of coping can be distinguished. These methods of coping have been categorized using criteria borrowed from direct observation and clinical practice. For instance, Cohen and Berk (1985) distinguished the following categories: fight back, time out, isolated diversion, social diversion, prayer, medical, street drugs or alcohol, does nothing (helpless), and does nothing (acceptance). The results also suggest that particular forms of coping might be related to particular symptoms as well as to certain personality variables (Boker and Brenner 1983; Thurm and Galle 1988; Boker et al. 1989) . On the other hand, the most effective coping mechanism for specific symptoms and impairments in different persons is still unknown (Wiedl and Schottner 1989a) . At the present stage of research on coping Reprint requests should be sent to Dr. K.H. Wiedl, Dept. of Psychology, Knollstrasse 15, 4500 Osnabriick, Germany.
with schizophrenia, the following problems seem to merit discussion.
First, in none of the studies reported are schizophrenia symptoms explicitly analyzed in terms of the subjective strain they put on the patients. Such an approach, focusing on specific variations in the "subjective experience of schizophrenia" (Strauss 1989) , might contribute to the understanding of differences in coping behavior in schizophrenic patients. This suggestion is reinforced by the results of studies on coping strategies of individuals under different degrees of psychological pressure (Aldwin and Revenson 1987; Vitaliano et al. 1987; Perrez 1988) , which demonstrate that with increasing degrees or types of strain, different methods of coping are adopted.
Second, it is evident from study results that most patients do not report only one symptom, but must cope with combinations of symptoms (Thurm and Hafner 1987; Carr 1988) . Relating discrete symptoms to coping may be too restricted an approach, because it does not address the total strain under which an individual is functioning. Because total strain can be viewed in terms of its quantitative and qualitative aspects, an analysis of coping based on patterns of experienced symptoms or symptom strains may be a helpful approach to this problem. Research should try to identify groups of patients with similar patterns of strain and compare them for parameters of coping.
Third, the need to develop more refined and reliable concepts and research tools to study methods of coping with schizophrenia has been stressed by several researchers, including the present authors (Carr 1988; Wiedl and Schottner 1989b) . Approaches from general coping research may be helpful; concepts originating from a transactional perspective of coping (Lazarus and Launier 1978) are currently the most promising. According to this perspective, coping can be understood as "the person's cognitive and behavioral efforts to manage (reduce, minimize, master, tolerate) the internal and external demands of the personenvironment transaction that is appraised as taxing or exceeding the person's resources" (Folkman et al. 1986, p. 572) . Analytical concepts consistent with this definition should thus concern demands related to schizophrenia, processes of appraisal directed at these demands and at the individual's resources, different ways of coping, and the patient's evaluation of the effectiveness of these coping efforts.
The concept of demands refers to external or internal objects or events that can be identified by the individual as problematic. The question of which demands are typical for certain problematic events or situations or for certain groups of persons is still unanswered. Concerning the concept of appraisal, the subjectively perceived severity and permanence of the demands and the degree to which they appear to be modifiable by the patient's coping efforts seem to be relevant. As to the coping efforts themselves, concepts have been introduced underlining two main functions: problem solving and regulation of emotional distress (palliation). Evaluation of the effectiveness of coping completes the transactional process of person and environment. Its result may-in the case of unsuccessful coping-serve as a stressor, requiring further coping efforts.
Because of its focus on cognitive processes mediating the experience of stress, the approach proposed by Lazarus and Launier (1978) is not comprehensive but restrictive in a specific way. Yet the concepts just described seem to be useful for guiding research and have been applied to the study of different diseases (Cohen and Lazarus 1982) . Until now, however, no attempts have been made to apply the concepts to the analysis of coping processes directed at a psychotic disease. Such an approach might be helpful for two reasons:
1. Research data show that the method of appraising stressful events is related to certain mental states and might contribute to the course of these states. Studies by Folkman et al. (1986) and Perrez and Reicherts (1986) , analyzing coping by depressives, exemplify this issue. For schizophrenic patients, there is evidence that with variations in clinical state, appraisals of stressful events also vary (Shean 1982) . As the concept of appraisal seems to be important both in relation to mental health or illness and to the processes of coping, it should be included in the study of coping with schizophrenia.
2. How are the concepts distinguished in the transactional approach (e.g., appraisals of a situation and coping responses) mutually related? Intraindividual analyses of these relations might contribute to clarifying which ways of coping are adaptive and which are not. For instance, if certain stresses are long-lasting and uncontrollable, attempts to cope that are directed at controlling these strains will probably be unadaptive and lead to further stress (Reicherts and Diethelm 1988) . Because processes of this kind are directly relevant to the vulnerability-stress approach to schizophrenia (Zubin and Spring 1977) , the transactional concepts should, in our opinion, be considered in this field of research too.
It is the aim of this study to contribute to the analysis of schizo-phrenic patients' methods of coping with their disease by addressing some of the issues discussed above. For clinical and pragmatic reasons, the focus will be on patients who are residually schizophrenic or are in remission. Special emphasis is given to a systematic investigation of the demands of the illness, the variations in subjectively experienced strain, the identification of groups of patients with similar patterns of strain, and the analysis of coping in terms of concepts borrowed from transactional coping research. The first stage-assessment of demands related to schizophrenia-was based on Moos and Tsu's (1977) call for a broad, comprehensive concept of disease and a reformulation of this approach by Thurm and Hafner (1987) . The OISC covers three dimensions: components of the disease itself (symptoms and impairments), problems related to the individual's situation (perception of the self), and problems related to transactions with the environment. Based on experts' opinions, analyses of the literature, and pilot studies conducted with schizophrenic patients, items were formulated that represent different aspects of these dimensions. In this study, we deal only with the demands of the disease (symptoms and impairments); thus, our presentation of methods and results will also be confined to this area. (For further results see Wiedl and Schottner 1989c.) To study the coping methods of patients who are residually schizophrenic or in remission, we observed experiences of symptoms and impairments that occurred outside acute episodes. For analysis of these experiences, the concept of "basic disorders" (Huber 1983) or "basic symptoms" (Sullwold 1987) was helpful. According to this concept, deficiencies and impairments in information processing, which can be shown experimentally and seem to be typical for schizophrenic patients outside acute psychotic episodes, are at least partly accessible to the patients' subjective experience. The intensity of these basic symptoms seems to fluctuate, possibly indicating the instability of cerebral functions of schizophrenic patients and providing signs of prodromal states. Also, it is assumed by some authors (e.g., Siillwold 1987) that these symptoms are subjective manifestations of vulnerability to schizophrenia. For this reason, and because of the relatively permanent occurrence of these symptoms, they are called "basic." For their assessment, a 98-item questionnaire-Frankfurt Questionnaire of Complaints (FBF)-was developed by Sullwold (1977) , describing the following categories: loss of control in thoughts and actions, sensory irritations, perceptual changes and distortions, language impairments, impairments of thinking processes, deficiencies of memory, impaired motor performance, loss of automized skills, anhedonia, and stimulus overload. Factor analysis based on data from 463 patients yielded four factors explaining 72 percent of the total variance: disturbance of automatic processes, perceptual dysfunctions, anhedonia, and slipping of thoughts.
For our study, the original FBF could not be used because of its length. A short version (FBF-K-20 items, four scales) was developed using items that satisfied the criterion of a high loading on only one of the factors of the four-factor solution. The items were further selected so that, taken together, they covered the range of categories described above. This short version comprises five items for each scale. An "open" item ("Are there any other disturbances of this kind?") was added to each scale to permit the assessment of disturbances not covered in the shorter standard item questionnaire. (See table 1.) In addition to these basic symptoms, side effects of medication are an important source of complaints in schizophrenic patients. For their assessment, an additional five-item scale was developed describing the five extrapyramidal motor effects, vegetative effects, and motor and psychic impairments (Finzen 1986) that, according to experts' ratings, are the side effects most frequently experienced by schizophrenic patients.
For the assessment of psychotic core symptoms ("clinical symptoms") that may prevail outside acute episodes of psychosis or may develop in prodromal episodes, the Inpatient Multidimensional Psychiatric Scale (IMPS; Lorr and Klett 1966) was used. The psychiatrist responsible for each patient was asked to list those symptoms from which his or her patient suffered. These symptoms were later presented to the patient. The patient was also asked to describe further symptoms.
The items in each of the domains (the four basic disorders, medical side effects, clinical symptoms) were printed on cards, five items per card, with each card representing one domain. The cards were presented in a fixed sequence, and patients were asked to identify the items that at the moment were descriptive for them. The subjects were then asked to evaluate each of these items according to the degree of subjective strain related to the item. For this rating, a 3-point scale (low, medium, and high) was used.
Assessment of Specific Appraisals and of Ways of Coping. In the second stage of the assessment procedure, which took place the day after stage one, appraisals and coping efforts were assessed. According to the idea that coping should be studied in situations appraised as "taxing or exceeding the person's resources" (Folkman et al. 1986, p. 572) , items that had been rated by the patients as medium or highly straining were selected for further analysis. The items were then rated by the patients according to two aspects: perceived "controllability" and perceived "changeability." Controllability indicates that the patients think they can modify and thus control the occurrence and intensity of the symptoms and impairments. Ratings of changeability, on the other hand, imply the chance that these problems may disappear spontaneously. All ratings were on a 5-point scale. Studies by other authors indicate that these two dimensions of appraisal are relevant in relation to coping with mental illness (Perrez and Reicherts 1986) .
Next, a semistructured interview was conducted to explore which coping methods were applied to which symptoms. Great care was given to formulate neutral questions to prevent biased responses (e.g., in behavioral or cognitive terms). Typical questions, taken from a list given to the interviewers, were "How do you (did you) deal with this problem?" "How do you (did you) handle this problem7" "How do you (did you) cope with the situation?" This procedure was applied likewise for each of the straining symptoms and impairments selected for further analysis. The patients' answers were written down by the interviewer. Patients were also asked to rate (on a 5-point visual-analog scale) how satisfied they were with the outcome of their efforts to cope with the respective strains (symptoms and impairments).
Categorizing Different Ways of Coping. Based on conceptual and empiri- cal contributions by Lazarus and Launier (1978) and empirical work on schizophrenic patients' coping by Boker and Brenner (1984) , a differentiation of coping according to directional aspects was useful. Coping methods were categorized as "problem-centered" or "nonproblemcentered" coping. Problem-centered coping includes all activity directly aimed at modifying or eliminating the source of interference (i.e., "fighting" with symptoms); nonproblem-centered coping is characterized by maintaining distance from whatever is experienced as straining (i.e., diversion, avoidance of the situation, shielding). Further differentiation was attempted by introducing categories similar to those used for the study of schizophrenic patients' coping with their disease by Falloon and Talbot (1981) . These authors mentioned behavior, sensory/affective, physiological arousal, and cognition as categories for classifying coping. In our study, these levels of coping were called behavior, cognition, and emotion. Behavior refers to externally visible actions, cognition to inner (cognitive) processes reported by the patients, and emotion to affective reactions mobilized in the face of the straining experience. Considering directionality and levels simultaneously, our categorization system thus results in six categories of coping (direction X level). Table 2 gives examples for each of these categories.
For the application of systems for categorization, basic criteria of definiteness and exhaustiveness should be met. Definiteness implies conceptual and operational precision. An indicator for this is the degree of similarity that different categorizers achieve in ordering interview data by the respective categories. The criterion of exhaustiveness describes to • I try to speak very slowly to find a fixing point that will keep my thoughts from slipping away totally.
• I discuss the problem with a doctor.
II. Behavioral/nonproblem-centered
• I don't talk about the problem but continue to look friendly.
• I look for some other activity such as sports or fooling around with things.
III. Cognition/problem-centered
• I talk to myself, giving myself instructions on how to tackle this problem.
• I try to imagine how certain other people would handle this impairment.
IV. Cognition/nonproblem-centered
• I try to distract myself by thinking about other things.
• I keep thinking that there is no way out of this situation.
V. Emotion/problem-centered
• I get into a rage about these things and fully express my anger.
• I try to calm down.
VI. Emotion/nonproblem-centered • I panic and feel helpless.
• The only thing I can do is become sad.
what degree a given system of categories permits the classification of all interview data. The frequency with which a residual category is used may serve as an indicator for this criterion.
Transcripts of the interviews were judged by two independent raters who had been given special training beforehand. The kappa value (Cohen 1960) , a measure of consistency in categorizing (definiteness), was found to be 0.91; the residual category (exhaustiveness) was used for 6 percent (first rater) and 5 percent (second rater) of the judgments. In the few cases of disagreement, categorization of the data was achieved with the help of a third rater.
Subjects and Procedure. The sample included 40 individuals with schizophrenia according to the International Classification of Diseases (ICD-9; World Health Organization 1978) (except 295.5 and 295.7). Following DSM-UI classification (American Psychiatric Association 1980), the patients were diagnosed as residually schizophrenic. Half the subjects were inpatients, the remainder outpatients. Male and female subjects were equally represented. The subjects' average age was 31.45 (range: 19-61) . Their average number of admissions to the hospital was 3.98 (range: 0-12). Altogether, the subjects had been in the hospital an average of 10.8 months (range: 3 weeks to 27 months). All subjects received neuroleptic medication. Further details on subject characteristics are presented in table 3 (fourth column).
A manual was written containing all information concerning data collection and categorization, including instructions for the administration of the rating scales, questions for the assessment of coping, and negative examples of questions that were considered to bias the interview data (Schottner et al. 1988 ).
Data were collected by two clinical psychology students who had received special training and had worked with both the inpatients and outpatients for some weeks before the start of the investigation and thus were known to the subjects.
The investigation took place on two different days. On the first day, symptoms, impairments, and the degree of subjective strain related to these problems were assessed. On the second day, methods of coping were solicited and ratings of changeability, controllability, and satisfaction with coping efforts were collected. The interviewers also rated the patients' behavior according to obvious positive or negative symptoms or the absence of symptoms (unobtrusiveness). The duration of the assessment procedure varied between 39 and 131 minutes.
The two independent raters categorized the interview data after data collection was completed.
Results
General Parameters: Frequency of Symptoms, Strain, and Ways of Coping. To evaluate whether the symptom categories on the OISC were relevant for our patients, we counted the frequency with which at least one item per symptom category was identified. We also computed the average strain related to the symptoms and impairments of each category. Table 4 shows that a large percentage of patients reported at least one symptom in each category, indicating the salience of these groupings of symptoms and impairments. Differentiations can be made in ordinal information: the highest frequencies are found for clinical symptoms and side effects of medication, the lowest frequency for perceptual dysfunctions.
Concerning the strain experienced by the patients, clinical symptoms seem to be the greatest burden, whereas the other symptoms represent a medium strain. Perceptual dysfunctions, especially for the outpatients, are an exception.
Statistical comparison for degree of strain of inpatients and outpatients revealed nonsignificant f-values for basic symptoms (f = 1.22, 1.36, 0.90, and 1.25 respectively; df = 38.0, NS) and clinical symptoms (t = -0.17, df = 38.0, NS). The only significant difference was for medical side effects (t = 2.00, df = 38.0, p = <0.05), with the outpatients experiencing higher subjective strain.
Further comparison of the two groups, using available clinical and sociographic data, yielded nonsignificant differences in age (f = 0.22, df = 38.0) and length of hospitalization (t = -0.80, df = 38.0). The distribution of the groups over the categories "suicide attempts" (X 2 = 0.44, df = 2.0), "drug consumption" (X 2 = 0.00, df = 1.0), and "accommodation" (X 2 = 0.42, df = 2.0) was also nonsignificant. A significant result was found for "neu- roleptic medication," with outpatients receiving lower doses (X 2 = 7.54, df = 3.0). However, although these patients receive lower doses of medication, the subjective strain related to side effects seems to be greater than it is for inpatients.
Because of the similarity between the two groups for most variables, inpatients and outpatients were treated as one sample for analysis of appraisal and coping.
First, parameters of coping related to the medium and highly straining symptoms were computed. Table 5 gives the results at a nominal-scale level. Concerning cognitive appraisal, very often the problems caused by the symptoms and impairments are judged as "little" changeable: they will not disappear by themselves. As for perceived controllability, a high percentage of ratings in the categories "high" and "medium" appear, implying that the subjects believe they can fairly well influence these problems.
Among the different forms of coping, behavioral efforts dominate and coping at the emotional level is seldom mentioned. Concerning the directional aspect of coping, an approximately equal number of problem-centered and nonproblemcentered coping efforts are employed. Finally, the distribution of the satisfaction ratings shows that the patients' attempts to cope often result in low degrees of satisfaction. Thus, at this level of analysis it seems that many patients appraise their straining experiences as being quite persistent but also modifiable by their own efforts. These efforts seem to be predominantly behavioral, with problem-centered and nonproblemcentered ways of coping used about equally. The results of the coping efforts, however, seem quite often to be unsatisfactory.
Relation of Experienced Strain to
Coping. To determine whether the kind or degree of strain experienced by the patients could help to differentiate the results presented above, we looked for groups of persons similar in experienced strain, then further analyzed them for parameters of coping.
Groups of subjects with similar patterns of strain. Instead of merely VOL 17, NO. 3, 1991 533 dividing the sample into persons with high and low strain according to median split of the total amount of strain experienced by the subjects, we decided to carry out cluster analyses. Despite a lack of generalizability beyond the sample studied, this approach might help to describe patterns of strain related to symptoms and impairments that might go undetected by a mere quantitative approach. The ratings of strain were summed for each of the six symptom areas. The sums were transformed to Tscale values to allow for comparability, since, for the clinical symptoms, the number of items varied according to the judgment of the psychiatrist in charge of each patient. The T-values were then submitted to cluster analysis (Ward's method [1963] , euclidic distances). According to the criterion of error increment, a three-cluster solution was accepted. Table 3(a) describes the clusters.
Cluster I (n = 14) is characterized by a high amount of strain related to basic disorders, specific clinical symptoms, and medication side effects. The one exception is low strain for perceptual dysfunctions. In general, the individuals in this cluster can be described as highly strained.
Cluster II (n = 21) is characterized by scores below the total mean on all scales. These individuals can be described as less strained.
Cluster III (n = 5) shows a very high level of strain related to perceptual dysfunctions and-to a somewhat lesser degree-to the clinical symptoms of schizophrenia and to anhedonia and slipping of thoughts. Strain seems to be lower in the other categories (disturbance of automatic processes, medication's side effects).
This cluster analysis provided a differentiation of those patients who were under comparatively high psychological strain in the face of their symptoms and impairments. To determine whether the clusters were confounded with the category "inpatient'V'outpatient," a 3 (clusters) X 2 (patient status) cross tabulation was performed, which yielded a nonsignificant result (X 2 = 2.13, df = 2.0, NS). The use of these three groups of patients for subsequent analyses thus seemed to be justified.
For a further description of the clusters, clinical and sociographic data and data on the patients' behavior during the interview were compared. Section (b) of table 3 shows that Clusters I and II differ in four respects: previous admissions to the hospital, suicide attempts, consumption of drugs, and conditions of accommodation. Obviously, Cluster II describes a group of patients who had been comparatively "healthier" before this investigation began. Additionally, information collected during the interview reveals that, compared to Cluster I, these patients were not as strongly medicated and showed more "adequate" behavior during the interviews (symptoms and time required). Also, according to data presented elsewhere, these patients ascribed to themselves a better state of health and seemed to have a better prognosis (Wiedl and Schottner 1989c) .
Because of the small number of patients, Cluster III cannot be clearly described. Although the retrospective data do not show a clear pattern.
observations during data collection (high in positive symptoms, difficult interviewing) suggest that the patients in this group were at the beginning or end of an acute psychotic episode. This assumption is reinforced by work reported by Cutting and Dunne (1989) , showing that subjectively experienced perceptual disturbances are signs of increasing prodromal instability.
Statistical tests of cluster differences were conducted with the help of contingency tables; however, a high proportion of cells had frequencies too low for statistical treatment and these data are not presented here.
Coping in groups of subjects who differed in patterns of strain. For appraisals of changeability, controllability, and satisfaction, the standard procedures for computing means and standard deviations were applied (table 6). Statistical treatment of the data concerning methods of coping had to take into consideration the fact that different patients gave different numbers of statements. For distributional analyses, which would have been suitable because of the patterns of frequencies observed (table 5), this consideration implies that the criterion of independence of observations was not met. To make statistical comparison of the groups possible, these coping parameters had to be transformed. For the description of coping, the six categories analyzed were reduced to the main components of directionality (problem-centered versus nonproblem-centered) and level (behavioral, cognitive, emotional). Next, for the category of directionality, each patient was classified according to the dominance of problemcentered versus nonproblem-centered ways of coping within his or her individual distribution of coping responses. This procedure resulted in problem-centered, nonproblemcentered, and neutral copers. The distribution of these copers into the three clusters can be seen in table 6. As for the behavioral, emotional, and cognitive levels of coping, the relative proportion of coping efforts at the respective levels was computed for every subject. The average proportion of ways of coping at the respective levels is also presented in table 6 .
Statistical tests of rating data were done by analysis of variance (ANOVA). This procedure yielded significant differences for ratings of satisfaction with coping, but not for perceived controllability and changeability. Scheffe tests (1953) revealed that the significant effect is due to differences between the first two clusters (p < 0.05). Patients with a pattern of generalized strain, with the exception of perceptual dysfunctions, are less satisfied with the effects of coping than are those with a pattern of low strain.
Concerning directionality of coping, table 2 shows that nonproblemcentered copers are dominant in both highly strained groups, while problem-centered copers are more frequently in the low strained group. Also, patients with a neutral (e.g., flexible) pattern of coping seem to be more frequent in the low strain cluster. The X 2 -value for this distribution is given in table 2. Pooling the two highly strained groups to obtain adequate cell frequencies yields a X 2 of 6.04 (df = 2.0, p < 0.05). Directionality of coping thus seems to vary according to subjectively experienced strain.
In terms of levels (behavioral, cognitive, emotional), ANOVA shows that the clusters are different (p < 0.07) in this regard; however, a significant interaction, which would give a closer description of the specific mode of coping in the respective clusters, could not be obtained. The data in table 6 and the inspection of frequencies that are not presented here (Wiedl and Schottner 1989c) indicate that the emotional forms of coping listed in table 5 are found only in the two highly strained clusters, I and III.
Discussion
Primary to this investigation was the establishment of an inventory listing the subjectively experienced symptoms and impairments related to schizophrenia. High frequencies of positive statements were found throughout, confirming the salience of the symptom categories selected. In terms of subjective strain, the psychotic core symptoms themselves and the side effects of medication are the greatest burdens for both inpatients and outpatients.
The distribution of the parameters of coping related to straining symptoms suggests that these symptoms are often appraised as not changing on their own but as being controllable by personal effort. It is doubtful that this appraisal is realistic; however, the processes by which it may be mediated cannot be clarified in this study. Concerning the coping strategies applied, it was found that behavioral forms dominate, cognitive efforts appear with medium frequency, and emotional attempts are rare. A previous study (Wiedl and Schottner 1989b) , indicated, however, that the frequency of ways of coping observed in terms of levels (behavior, cognition, emotion) might be influenced by the method of assessment applied (interview vs. checklist). Replication studies using As for the directionality of coping, problem-centered and nonproblemcentered coping occurred with approximately equal frequency. This result differs from frequencies reported by Brenner et al. (1987) , who found a higher frequency of problem-centered coping. When the different clusters discussed below are considered, problem-centered coping can be found in our study too. However, it is confined to the group of subjects who suffer less from symptoms of schizophrenia. This result should encourage the use of analysis that considers groups of patients similar in clinical state or in characteristics theoretically relevant to coping (Lazarus and Folkman 1984) , rather than assessing total samples of schizophrenic patients.
Finally, it was evident that the majority of the patients were not satisfied with the results of their coping efforts. If-as was stated in the beginning-unsuccessful coping is related to processes affecting decompensation and the course of schizo-phrenia, this result should be taken seriously. Principles mediating effective coping must be studied and psychotherapeutic approaches developed to help patients improve their ability to cope.
To use interindividual variations in experienced strain for the further study of coping processes related to schizophrenia, cluster analyses were conducted to identify persons with distinctive patterns of strain. The analyses revealed groups of subjects who were described as generally high or low strained or as prepsychotic or postpsychotic. It is interesting to note that the category of perceptual dysfunctions, which in the analysis of the whole sample was of low frequency, seems to be a marker variable for the latter group, confirming work reported by Cutting and Dunne (1989) . It must be noted, however, that the clusters provide descriptive categories only for the sample studied. Generalizations to other samples or to schizophrenic patients in general are not justified.
Inspection of the patients in the clusters regarding parameters of coping suggests (although not always confirmed by inferential statistics) that highly strained patients more often used nonproblem-centered as well as emotional coping than did individuals in the group with a low level of strain. The group described as close to an acute disturbance seems, compared with the other groups, to have used emotional coping more often and cognitive coping less often. Taken together, these results imply that healthier patients use more problem-centered and less emotional coping; patients who suffer more from symptoms of schizophrenia and related impairments show nonproblem-centered coping with a low degree of cognitive effort but occasional emotional reactions to the strains they experience. At a descriptive level, the correspondence between modes of coping and status of mental health, which was discussed earlier, was thus underlined by our data.
Finally, the results show that two clusters of patients, I and III, not only experience higher strain but also are less satisfied with their coping efforts. This fact may imply additional strains that-in a vicious circle and in accordance with the assumptions of the vulnerability-stress model of schizophrenia, by processes of negative feedback (Brenner et al. 1987; Nuechterlein 1987 )-might add to the total pressure, thus intensifying the process of destabilization and decompensation. This result underlines the need to develop interventions to improve coping.
To conclude the discussion of interindividual differences in experienced strain, the issue of using cluster analysis must be considered once again. Using two groups of patients established by median-split of indicators of strain would have given quite similar results. It is our opinion, however, that additional information was derived using the cluster solution (e.g., the role of perceptual dysfunctions as an indicator of prepsychotic or postpsychotic state), and hints that coping in the group described by the third cluster may be more extreme in terms of directionality (nonproblemcentered) and level (emotional). These hints could not be tested statistically but should be examined in further studies. A decision on adequate methods of grouping patients according to experienced strain can then be made with more clarity.
Turning back to theoretical issues, the questions that arise concern the conditions that might explain the variation of coping processes and the principles that might govern their specific adaptability. This study does not address the question of whether different patterns of symptom strain are brought about by differences in coping or different modes of coping originate from varying degrees of strain. The finding that clusters differing in strain due to current symptoms are also different in sociographic data and previous course encourages a hypothesis that coping resources with relative stability across time may lead to a better state of mental health, as well as to particular modes of coping in the face of the symptoms experienced. The search for these coping resources should be a goal for future studies.
Following transactional conceptualizations of coping proposed by Lazarus and Folkman (1984) , appraisals of symptoms, ways of coping, and judgments of effectiveness were studied. Results were found or tendencies shown that indicate that these concepts applied in basic research on coping processes are also useful for the study of coping in schizophrenic patients. The question of how these parameters relate to each other and how their relationship may interact with the patients' state of health requires extensive further analysis. In additional analyses of the data (Wiedl et al. 1991) , regularities in the relationship between cognitive appraisals and methods of coping are given closer consideration to determine more about the inner structure of schizophrenic patients' efforts to cope with their symptoms and impairments. In future studies, a microanalytic and process-related research strategy would be desirable.
Summary
The manner in which schizophrenic patients deal with their disease was studied in a group of 40 patients using a two-stage assessment. First, the subjectively experienced symptoms (information processing and emotion, core symptoms, medical side effects) and the degree of strain related to them were assessed. Second, symptoms with a higher degree of strain were rated by the patients for their perceived controllability ("can be influenced") and changeability ("may change by themselves"). Coping was assessed by means of a semistructured interview that was later submitted to content analysis. In addition, patients rated the degree of satisfaction with their coping efforts.
It was evident that the subjects appraised the strains given by the symptoms as relatively permanent, but as quite controllable by their own efforts. Yet the patients were not very satisfied with their coping attempts. As for the coping strategies, it was found that problemcentered and nonproblem-centered coping occurred with approximately equal frequency, and behavioral coping was more often identified than cognitive or emotional coping.
The results of a cluster analysis of the ratings of strain revealed a highly strained group, a low strained group, and a group that was highly strained in certain domains and obviously close to acute psychosis. In addition to several clinical factors, the two highly strained groups differed from the low strained group in terms of appraisal and in methods of coping. There was a predominance of nonproblem-centered strategies in the highly strained groups, as well as a tendency to comparatively more emotional and less cognitive coping. Also, these groups were less satisfied with the outcome of their coping efforts.
